Introduction {#sec1_1}
============

Primary lung cancers rarely metastasize to the gastrointestinal tract and frequently present disseminated spreads at the time of the diagnosis \[[@B1]\]. Although the incidence of metastasis to the gastrointestinal tract has been reported to be as high as 11% in autopsy studies according to some reports, solitary metastasis to the stomach from lung cancer is exceptionally rare. We herein report an interesting case of lung cancer with a solitary gastric metastasis which penetrated into the retroperitoneum and mimicked a small adrenal tumor.

The patient described in this report was under regular follow-up for small cell carcinoma of the lung. A small tumor was found in the left adrenal area while he was stable and free of symptoms 4 years after the lung cancer had been diagnosed and treated with chemotherapy. This lesion was initially interpreted as an insignificant adrenal incidentaloma and left untreated until its rapid growth was noticed in a subsequent computed tomography check-up performed 6 months later. The patient was treated surgically firstly under the impression of lung cancer with solitary metastasis to the left adrenal gland; however, during surgery this rapidly enlarging tumor was unexpectedly found to originate from the gastric wall and not to be related to the adrenal gland. The tumor was resected. The patient tolerated postoperative chemotherapy well and had an acceptable general performance during the year after the surgery until metastatic liver tumors were found during a routine follow-up. He received further chemotherapy, and although the treatment course was complicated by several episodes of pancytopenia, he recovered and is still doing relatively well, currently following regular visits to the outpatient clinic. In the past, a patient with lung cancer and gastrointestinal metastasis might have been treated with merely chemotherapy due to poor prognosis; however, according to the experience observed in our patient and two case reports, an active management of the metastasis, such as surgical intervention along with chemotherapy, might still prolong the patient\'s survival significantly in selective cases of lung cancer.

Case Report {#sec1_2}
===========

A 47-year-old man with a long-term heavy smoking history presented to the emergency room with an one-month history of progressive dyspnea on exertion, productive cough, marked weight loss, profuse diaphoresis at night, neck swelling and dysphagia in early October 2008. A chest film revealed a large soft tissue density in the right upper lobe of the lung and remarkable widening of the upper mediastinum. A subsequent chest computed tomography disclosed a large space-occupying lesion in the right upper lobe of the lung encasing the superior vena cava and the right pulmonary artery (fig. [1](#F1){ref-type="fig"}). Bronchoscopic examination revealed a picture consistent with external compression in the right trachea where the mucosa presented irregularities, narrowing of the orifice of the right upper lobe with suspicious tumor tissue. The pathological report of the tissue biopsy proved it to be small cell carcinoma of the lung. The patient was hospitalized and received radiotherapy to relieve the superior vena cava syndrome, and prophylactic whole brain radiation was undertaken as well. He favorably tolerated six successive courses of chemotherapy with VP-16 and cisplatin later on and had regular follow-ups in the outpatient clinic with a quite satisfactory general performance and relatively good control of the primary lung lesion in the following 4 years.

In November 2011, a follow-up chest computed tomography disclosed a small, ill-defined tumor (1.8 × 1.4 cm) in the left adrenal area (fig. [2a](#F2){ref-type="fig"}). This lesion was initially interpreted as a non-functioning adrenal incidentaloma with no remarkable clinical relevance and was left for observation. However, the patient, who was free of symptoms, underwent a new chest computed tomography follow-up 6 months later (May 2012) and surprisingly a remarkable enlargement of the previously suspected left adrenal tumor was noted (3.3 × 2.5 cm) (fig. [2b](#F2){ref-type="fig"}). A distant metastasis from the lung cancer to the left adrenal gland was then considered and the patient was hospitalized again for surgical intervention by the urologists. Retroperitoneoscopy was initially performed to localize the suspicious metastatic left adrenal tumor. Unexpectedly, the surgeons found an intact left adrenal gland, and the tumor was actually arising from the posterior wall of the gastric body and penetrating into the retroperitoneal space close to the left kidney through a defect in the posterior peritoneum, mimicking an adrenal tumor. Laparotomy was immediately undertaken instead, and wedge resection of the tumor from the stomach was performed accordingly. The pathological analysis of the resected tumor revealed identical pictures as the primary lung lesion (immunohistochemical stain positive both for TTF-1 and CD-56) (fig. [3](#F3){ref-type="fig"}).

After the operation, the patient received further chemotherapy with etoposide and cisplatin and had a relatively good general performance in the meantime. In May 2013, exactly 1 year after the abdominal surgery, a follow-up computed tomography showed several metastatic tumors in the liver and additional chemotherapy with topotecan was instituted. Although the patient underwent an eventful clinical course with several episodes of pancytopenia, the chemotherapy could be finally completed and he currently still has regular follow-ups at the outpatient clinic 15 months after excision of the metastatic tumor in the stomach.

Discussion {#sec1_3}
==========

Primary lung cancer is often asymptomatic, and 50% of patients with lung cancer already have metastases at the first diagnosis \[[@B2]\]. Lung cancer usually metastasizes to the adrenal gland, bone, liver, brain and infrequently to the digestive system \[[@B2], [@B3]\]. Although most of the reports in the reviewed literature point out that patients with gastrointestinal metastases secondary to lung cancer usually have a poor prognosis and do not survive longer than 16 weeks after the diagnosis \[[@B4]\], two case reports made interesting observations on the long-term survival of lung cancer patients with metastasis to the stomach \[[@B5], [@B6]\]. These particular cases are similar to our patient in the sense that they also had solitary gastric metastasis in the absence of general cancer dissemination when the disease was diagnosed that and the solitary metastasis was resectable surgically. According to these two case reports, if these particular patients had received only chemotherapy, the life expectancy would most probably have been shorter than 6 months \[[@B7]\]. It is hypothesized that metastasis to the stomach, as many metastasis, follows a hematological spread, and in these selective cases active management of the solitary gastric metastasis, instead of palliative treatment such as chemotherapy alone, along with adequate control of the primary lung tumor may yield a more favorable outcome \[[@B8]\]. Autopsy studies report an incidence varying from 0.2% \[[@B8]\] to as high as 11% for gastric metastasis \[[@B4]\]. Active and routine screening in search of asymptomatic, early and still resectable gastric metastases is warranted as it might result in longer patient survival.

In our patient, gastric metastasis presenting as a retroperitoneal tumor mimicking an adrenal tumor is merely anecdotal. This very rare presentation was misleading the correct diagnosis, resulting in a delay of treatment, but even so an active management such as surgical resection coupled with chemotherapy was still adopted for this belatedly recognized metastasis and a remarkably favorable outcome was achieved. Finally, based on the experience with our patient, we suggest that asymptomatic solitary gastric metastasis might be latent for a long time and even belatedly identified, but still deserves to be treated actively for possible favorable patient survival.
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![**a** A chest film revealed a large soft tissue density in the right upper lobe of the lung. **b** A subsequent chest computed tomography disclosed a large space-occupying lesion in the right upper lobe of the lung encasing the superior vena cava and the right pulmonary artery.](crg-0008-0077-g01){#F1}

![Suspicious lesion in the left adrenal area. **a** In November 2011, computed tomography disclosed a small, ill-defined tumor (1.8 × 1.4 cm) in the left adrenal area. **b** In May 2012, a remarkable enlargement of the previously suspected left adrenal tumor was noted (3.3 × 2.5 cm).](crg-0008-0077-g02){#F2}

![Immunohistochemical stain was positive both for TTF-1 and CD-56. **a** Lung TTF-1 (×400). **b** Stomach TTF-1 (×400). **c** Lung CD-56 (×100). **d** Stomach CD-56 (×400).](crg-0008-0077-g03){#F3}
